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2020 (COP20), the United States government (US) will rapidly implement a direct service
delivery model to improve client-centered care and support the government of Malawi GoM) in
both attaining and sustaining HIV epidemic control.

With Malawi estimated to have achieved 9380-92 of the 9595-95 UNAIDS goals, the PEPFAR
Malawi program will need to reach 160,000 people living with HIV (PLHIV) with antiretroviral
therapy (ART), retain the over 800,000 clients currently in care with client centered services and
prevent transmission through accelerated teatment literacy efforts and scalehigh impact
prevention programs.

Rigorous analyses of patient level data and partner performance has identifiethe retention of
clients asthe single greatest threat to a sustainable HIV response in Malawi. Over the = three
years, PEPFAR Malawi has been successful in identifying and initiating over 380,000 clients on
ART, but only retained 125,000 clients in care.

To improve retention, return clients back to care , and prevent new infections, PEPFAR
Malawi will impl ement the surge retention strategy presented at the Regional Planning
Meeting with seven key components  highlighted in the below figure and subsequent
summary .

Components of Surge Retention Interventions for Sustained
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Components of Surge Retention Interventions to Sustain Epidemic Control:

1. New and evolved partnerships: In COP20, PEPFAR will directly fund theGoM through
new government-to-government-agreements (Ministry of Health, Ministry of Finance,
National AIDS Commission (NAC), and two District Councils) to strengthen efficient service
delivery, district coordination, and deployment of human resources for health (HRH).
PEPFAR will also directly fundcivil society organizations to conduct community -led
monitoring of HIV services with the intent of identify ing and addressng challengesclients
face in accesing care.

2. Backto care surge and differentiated service delivery models: PEPFAR willactively
addressbarriers clients face in adhering to treatmentby modifying service delivery models
to include adaptations of the MenStarSrategy to the Malawian context, acceleratesix-
month dispensing, and recruit professional healthcare workers (HCW) to provideadvanced
disease carePEPFAR will also work with civil society organizations to identify and respond
to issues pertaining tostigma and discrimination.

3. Optimized human resources for health (HRH): PEPFAR will redirectHIV diagnostic
assistants (HDAs) from low yield outpatient settings towards index testing, recency and
retention support, rightsizing existing HRH to align with site volume . Additionally,

PEPFAR will recruit and deploy additional HCWs and lay cadres (e.g. patient supporters/
expert clients) to reduce waiting times and address psychosocial needs.

4.  Incorporating a risk stratification strategy: Patients newly identified as HIV positive will
be assssed toensure that clients at a higher risk ofdefaulting receive a more tailored
package of services.

5.  Shift f rom technical assistance to direct service delivery models: Implementing
partners will increase their level of effort at the site level by shifing from a rotational
mentorship structure to deploying full time clinical mentors and staff at the site level as part
of a pivot away from a technical assistance model.

6. Intensified national treatment literacy efforts: PEPFAR will work through civil society
AT A Cci OAOT T AT O bl A OMEssagesof HbpétoAntpiove Adattnéniliracy O
at the individual, community and national level.

7. Quality data for patient management : In COP20, PEPFAR will support efforts to increase
provider utilization of el ectronic medical record (EMR) systems at site, districtand national
levelsto efficiently track patient outcomes, increase data utilization for decision-making
and evaluate quality of care.

To complement retention efforts, COP20 will expand implementation of high impact prevention
interventions targeting men, key populations (KP) including men who have sex with men MSM),
female sex workers (EW), male sex workers (MSW) transgender persons,and adolescent girls
and young women (AGYW) PEPFAR will aim toaccelerate voluntary medical male circumcision
(VMMC) saturation goals, by focusing investments in Blantyre, Lilongwe, and Chikwawa to reach
157,421 men ages-28. PEPFAR Malawi will also increase @cess and demand folPre-Exposure
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Prophylaxis (PrEP) which will be provided to 16,000new clients including AGYW, pregnant and
breastfeeding women, serediscordant couples and KP.

HIV testing services at the site level will become more streamlined through the consolidation of
provider-initiated testing counseling (PITC) testing points, expansion of HIV selftesting (HIVST),
continued validation of screening tools, and task-shifting of HDAs to identify high risk clients and
reduce over testing Casefinding efforts will be targeted in antenatal care (ANC), tuberculosis
(TB), and sexually transmitted infections (STI) settings with index modalities targeting men and
high-risk individuals . Adherence to the 5Cs (consent, confidentiality, counseling, correct test
results and connection to prevention/treatment) will be a key requirement to index testing
modalities, in addition to, site certifications , intimate partner violence (IPV) screenings and
referrals. PEPFAR tsting strategy and investments align with the strategicpriorities in the
National Strategic Plan (NSP) and interventions proposed in the Global Fund grant application
submitted March 23,2020

The orphans and vulnerable children (OVC) portfolio will strengthen collaborative efforts with
clinical partners and health facilities to ensure that prevention servicesare delivered to 9-14year
old boys and girlsand children living with HIV are enrolled into the OVC program . DREAMS
programming will be scaled to reach saturation goals in Blantyre, Zomba and Machinga with an
expandedsocial asset buildingand gender-based violence (GBV) preventiomactivities, economic
strengthening, and employment opportunities for beneficiaries. The DREAMS database will
enable the program to track layeringof servicesand completion of the minimum package while
investments via the Secondary Education Expansion for Development (SEED) artthe Historically
Black Colleges and University HBCU) Initiative will also complement efforts to increase
opportunities for AGYW.

Mapping and social networking approaches will be scaled to reaclintested key populationswhile
strengthening the continuum of care for KP living with HIV to include orientation for health
workers, law enforcement and communities to address stigma and discrimination,and
institutional strengthening of KP -led networks.

Casebased surveillance including recency, HIV drug resistance (HIVDR}esting, birth defect
monitoring , and point of care (POC) EMR platforms will remain critical to ensur e near reaktime
program monitoring for sustained epidemic control. PEPFAR Malawiis committed to ensuring
that HIV epidemic control is both achieved and sustained with the greatest efficiency, continuous
data analysesand close collaboration with the government and other stakeholders.
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2.1Summary Satistics, Disease Burden , and Country Profile

Malawi is a low-income country (GNI: 320 per capitd) with a population of more than 19.5 million
people.! 1 OET OCE A Oi A1 AT O1 OOUh - Al AxE8O0 ()6 DOAOAI /
adults, is among the highest in the world 3.

1.1 million Malawiansare living with HIV ; of which, 57% of are women, 38% men, and 5%re
children under 15. Malawi has made good progress toward reaching thes905-95 UNAIDS goals,
and at the end of September P19, an estimate®3% of all PLHIV knew their HIV status, 8 0% of
PLHIV with known status were on ART, and92% of PLHIV on ART were virally suppressed.
Despite the progress, some critical disparities by geography and populations persist.he greatest
gapsto reaching 90% ART coverageare in Blantyre, Lilongwe, and Zomba.

Within Malawi, HIV prevalence varies widely by region, with prevalence among adults ranging
from 4.9% in the Central-East to 17.7% in Blantyre CityPrevalence is highest in the urban cenérs
of Blantyre and Lilongwe (14.2% among adults aged B8 with urban residence) and differs
significantly by age and sexHIV prevalence is nearly twice as high among females 154 years old
(3.4%), and nearly three times as high among females 289 yeas old (13.6%) than among males
in the same age brackets (1.5% and 4.7%, respectively). Prevalence peaks among female$440
years old at 24.6% and among males 489 years old at 22.1%lhe migration of youth to urban
centers, a growing youth bulge, and sub-optimal levels of viral suppression in urban areasas
contributed to higher incidence and prevalenceamong young people.

tWorld Bank. GNI per capita, Atlas method (current USD$). https://data.worldbank.org/indicator/NY.GNP.PCAP.CD?locations=MW.
2017. Accessed March 18, 2019

2Spectrum 2020 estimates, for 2020

3 Government of Malawi National Statistical Office. 2018 Population and Housing Census: Preliminary Report.
http://www.nsomalawi.mw /images/stories/data_on_line/demography/census_2018/2018%20Population%20and%20Housing%20Cens
us%20Preliminary%20Report.pdf December, 2018.
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Table 2.1.1Host Country Government Results

Table 2.1.1 Host Country Government Results

<15 1524 25+
Total Source, Year
Female Male Female Male Female Male
N % N % N % N % N % N N %
Total ) j Spectrum 2020 estimates,
Population 19,536,180 100 4,118,399 21 | 4,188,283 21 | 2,049,62 10 | 2,041,149 10 | 3,734,319 3,404,408 | 17 for 2020
HIV ;
Prevalence 57 8 8 41 15 18.2 13 Spectrum 2020 estimates,
. for 2020
(%)
AIDS _
Deaths 12,667 713 733 956 772 4,545 4,948 Spectrum 2020 estimaes,
for 2020
(per year)
#PLHIV 1,077,268 26,014 26510 75,801 40,017 539,176 369,747 Spec”ur?of%ggs“mates’
'F';C'de"ce 0.39 NA NA 0.40 0.05 0.61 0.42 MPHIA, 201516
ate(Yr)
New .
Infections 32,21 Spectrum 2020 estimates,
(Yn) for 2020
Annual Spectrum 2020 estimates,
births 630,187 100 for 2020
% Pregnant
Women
with at least 99.4 NA 99.6 99.2 MPHIA, 201516
one ANC
visit
Preghant
women Spectrum 2020 estimates,
needing 41,574 NA for 2020
ARVs
OVC rates from MDHS
Orphans 201516 applied to 2019
(maternal, projection of the
paternal 1,085,900 NA NA NA NA NA NA population (2010
double) population census
projections).
Notified TB National TB Program
cases (Yr) 16,791 NA NA NA NA NA NA Quarterly Data, FY2019
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% of TB cases that are HIV

National TB Program

infected 7.878 47 NA | NA NA NA | NA| NA NA NA | NA | NA NA NA Quarterly Data, FY019
503,934 o
% of Males Circumcised © ,6 ) (adults 123,753 | 3.2 207,232 | 12.8 172,049 | 6.9 MPHIA, 201516
\0-04 15_)
Estimated Population Size of Spectrum 2020 estimates,
MSM* 10,376 for 2020
MSM HIV Prevalence 14 Spectrum 2020 estimates,
for 2020
Estimated Population Size of Malawi Place Report, May
FSW 2?‘312 2018
FSW HIV Prevalence 15 NA | NA NA | NA Spectrum 2020 estimates,

for 2020
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Table 2.1.295-95-95 Cascade: HIV Diagnosis, Treatment, and Viral Supp ression

Table 2.1 g5-g5-95 cascade: HIV diagnosis, treatment and viral suppression

Epidemiolosic Data HIV Treatment and Viral HIV Testing and Linkage to ART
P = Suppression Within the Last Year
Total . .
. Estimated D ed .
Population HIV s To t:l On Tested m%;ﬂs Initiated
Size Prevalence ART ART Viral for HIV . on ART
. PLHIV . Positive
Estimate Coverage | Suppression
PLHIV (%) (%)
(%) () (%) diagnosed |  (#) (#) (#) (#)
(#)
Total . .
population 1953680 6% 1,077,268 ga4,826 523,135 86% 85% 4,005,356 330 | g an
Population 8,306,678 1% 85% 6% no data no data
<15 years 52,527 44,491 44,491 10,072
hen15-z4 . . . no data no data
YEars 2041148 2% 40,015 zz 60z z7,058 7o% 34% 4,283
hen 25+ a; . . no data no data
., 170 % B
years e 369,747 322,446 | 293,558 L ? ; 34,922
Women . no data no data
2,049,530 % e &%
15-24 YEars 493 4 73.800 52,340 57.358 7 > 16,423
Women . no data no data
T34:3 %o e %a
25+ Yedrs F734-314 “ 239175 203,097 30,779 3 % 4714
no data no data no data no data
MSM 10,376 14% - 310 99% no data no data no data no data
e%e
FEW 27312 15% . 5156 8% no data no data no data no data
JI
Priority no data no data no data no data
. ¢
Pop 15,785 177 2683 227 Bl
(specify)

Source: COP20 Datapack
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Figure 2.13Updated National and PEPFAR Trend for Individuals  Currently on Treatmen t
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Figure 2.1.4 Updated Trend of New Infections and All -Cause Mortality among PLHIV
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Figure 2.1.5Progress Retaining Individuals in Lifelong ART in FY19 and FY20 Q1
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Figure 2.1.6 Proportion of Clients Lost from ART FY19 Q4 to FY20 Q1
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Figure 2.1.7 Epidemiologic Trends and Program Response

PLHIV and ART Status Trends
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Figure 2.1.8 ART Coverage by Age/Sex
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Figure 2.1.9 NetChange in HIV Treatment by Sex and Age Bands 2018Q4 to 2019 Q4

Malawi Treatment Growth, FY19Q4, EMR sites
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Figure 2.1.10 Staffing Deployment Stratified by Site Volume
TX CURR and HRH CURR
7000 500000
6000 450000
400000
5000 350000
4000 300000
250000
3000 200000
2000 150000
100000
1000 ® .
] o
o] 8]
1-499 <500 - 999> <1000 - 1999> >=2000

EHRH_CURR e Q4TX_CURR

2.2 New Activities and Areas of Focus for

With the aim of addressing critical gaps
following new interventions in COP20:
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COP20, including Focus on Client Retention
in client retention, PEPFAR Malawi will introduce the



A Community -led monitoring : PEPFAR will provide funding tocivil society organizations
(CSO0g9 for community -led monitoring of the national HIV/AIDS response in line with
national and PEPFAR strategigriorities . PEPFAR Malawi will work with CSOs to
establish effective feedback mechanisms that enable timely resolution of problems and/or
broader application of good practices.

A Patient stratification : PEPFAR Mawi will work with the Department of HIV/AIDS
(DHA) to devise standardized approaches to categorize patients based on outcome and/or
risk for loss to follow up in order to provide tailored client centered services

A OptimizngHRH d 0 %0 &! 2 - Al puxfér Git®-levelditett Servied delivery is
human resources.PEPFAR will recruit and deployclinicians (not currently employed
through the government establishment) to scale upadvanceddiseasecare and
management of high viral load. Individuals with str ong psychosocial orcounseling skills
(i.e. social workers) will be hired and deployed to selected highvolume facilities to
improve access to quality counseling for clients a@ higher risk for attrition . Significant
reductions in COP20 testingtargets will enable HDAs to support retention interventions.
Based on a careful review oexpenditure reporting data, PEPFAR Malawi will shift IRlevel
resources from nonservice delivery activities to service delivery This will enable the
program to addressHRH gaps at the site-level and deploy additional resources to
retention efforts, as well as re-engagement ofclients brought back into care.

A Client exit interviews : Client-centeredcarex EEAE EO AO OEA AT OA T £ 0%
strategy, requires understandingA1 EAT 006 D OA AA febrd BEPEARMBEIAWA A OT O
will work through CSOs funded to support monitoring activities to facilitate exit
interviews among ART clients.Information collected through this process will be used to
inform real - time programmatic and service adjustments that are responsive to concerns
raised by clients.

A Strengthening local ownership : In COP20, PEPFAR will initiate direct funding
agreements with the Ministry of Health, Ministry of Finance, National AIDS Commission,
and two District Councils.

A Use of unique IDs : PEPFAR Malawi will workthe Ministry of Health to useunique IDs
for the HIV program. Unique IDs will complement other retention interventions by
enabling tracking of movement of patients across sites in the national progran.
Understanding patient movement across sites will help the program grasp the number of
OO0OOA AARAEAOI OAOOG AT A AEAT JAKD 1T0®AMORIAC OB £AAIOEG AT
OOAT 0&EAOO8G

A Timely transmission of viral load /early infant diagnosis (EID) results : PEPFAR
Malawi will collaborate with the Bill and Melinda Gates Foundationto establish an
electronic results transmission system for viral load and EID results. This system will
transmit an alert with the availability of results from labs directly to sites and clients
simultaneously. Timely receipt of viral load and EID results by providers and clients will
assist appropriate actions to be taken immediatelyin the event of a high viral load or
positive EID result.
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2.3Investment Profile

The Malawian health sector relies heavily on funding from external sourcesThe National HIV
program is almost entirely funded through international donor s (95%). Based on 2019
preliminary HIV expenditure data, PEPFAR contributed 49% of total available HIV resourceshe
Global Fund contributed 45% while other external and domestic resources contributed 6% and
0.1% respectivelyBetween2018 and 2019, multilateral donocontributions to the HIV response

dropped from $9 million to approximately $19 million. Additionally, thA AT OT OOUB8 Oo AT 1

the Abuja Declaration fell short of the 15%promised.

While Malawi has limited fiscal spacethe GoM is commended for investments inhealth systems
strengthening including HRH, health infrastructure, essential medicines and prevention efforts.
The Global Fund finances the procurement of health products paying for 99% of all HIV-related
commodities.

Since 2004, PEPFAR has invested over $1 billion in HIV service provision to efficiently identify
PLHIV, ensuring all newly diagnosed PLHIV are immediately linked to treatment, retained on
treatment, and are virally suppressed In partnership with the GoM, PEPFAR and USAID
Education are currently implementing the Secondary Education Expansion for Development
(SEED)project, a $90 milion initiative to build up to 200 new secondary schools where
educational access has been limited. In COP20, PEPFARalawi will invest over $195 million,
continuing its support to the HIV program implementation and maintain ing epidemic control.

The COPD development cycle provided an opportune time for both PEPFAR and GlobaFund
(GF) to reaffirm commitment sto support the national HIV response in Malawi and to harmonize
investments for the greatest impact As the country develops the GF application for2020-2022,

the complementary nature of the two investments remains critical to ensuling coordination and
efficient use of resources. PEPFARO O E Cihvés#BEN A deice delivery including human
resources,and the Global Fundd @ant ensures a secureommodity supply chain to with access to
ARVs, lab monitoring, and HIV testing commodities . Close coordination between PEPFAR and
Global Fund prevents investmentduplication and leverages comparative advantagedo reach
more districts with quality services.
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Table 2.3.1 Annual Investment Profile by Program Area

Program Area Absolute Total % PEPFAR % GF | % Host Country % Other
Clinical CTS 134,662,01¢4 28 72 0.1 1
Community-based CTS
HTC 37,602,021 50 33 0.0 17
VMMC 13,249,81)7 94 0.1 6
Prevention ( AGYW, PMTCT, 23,280,099 34
Priority Population) 65 1
Key Population Prev. 1,852,732 100
ovC 4,842,561 100
Laboratory 4,251,127 83 0.0 17
Sl, Surveys and Surveillance 7,190,974 100
HSS 10,689,794 38 1.9 60
PM 34,354,356 100
TOTAL 271,975,504 49 46 0.1% 6%
Source:PEPFAR 2019 ExpenditureReport and MoH Resource Mapping 2019
Table 2.3.2 Annual Procurement Profile for Key Commodities in COP19

Table 2.3.2 Annual Procurement Profile for Key Commodities in COP19
Total %
1 0, 0,
Commodity Category Expenditure PEPFAR % GF % Host Country

ARVs 85,782,826 0 100| 0

Rapid test kits 4,553,899 3 97 0

Other drugs o

Lab reagents 8,503,470 0 100 0

Condoms 1,652,939 51 49 0

Viral Load commodities 22,421,058 0 100 0

VMMC kits 3,545,107 47 53 0

MAT

Other commodities (STI + .

Ols) 13,122,414 o 100

Total 139,581,713
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Table 2.3.3 Annual USG Non -PEPFAR Funded Investments and Integration

Table 2.3.3 Anmual USG Non-PEPFAR Funded Investments and Integration

Non-
PEPFAR PEPFAR
TD;?iESG Resources # Co- COP Co-
Funding Source PEPFAR Co- Funded Funding [Objectives
Resources Funding IM= Contributi
PEPFAR on
IMs

To reduce maternal and
child morbidity and

USAID MNCH 17,500,000 2,000,000 2 1,550,000 | mortality, strengthen health
systems to deliver primary
health care services.
To strengthen TB screening

USAID TE 2,500,000 G44,000 1 470,029 EL?;EZ:E;S:;E:?{?IE?
including IPT delivery.
To strengthen health

USAID Malaria 24,000,000 150,000 1 275,000 systems to deliver primary
health care services.
These co-funded
mechanisms provide

Family Planning 11,000,000 1,550,000 2 1,050,000 | support to strengthen health
systems to deliver primary
health care services.
To strengthen health

MNutrition 7,500,000 450,000 2 675,000 systems to deliver primary
health care services.

Total 62,500,000 5,804,000 8 4,020,020

2.4 National Sustainability Profile ~ Updat e

In September 2019PEPFAR Malawi and UNAIDS ceconvened a twoday stakeholder
Sustainability Index and Dashboard (SID)workshop to identify key areas for collaborative
strategic planning ahead ofCOP20 and theGlobal Fund 2021 grantwriting process.

Sudainability Strengths:

A Quality management: The GoM has institutionalized quality management systems
through existing budget commitments to lead pre- and in-service trainings, and

implementation plans for quality improvement. Although the Quality Management (QM)
program has no specific HIVQuality Improvement (QI) projects funded, the country has a
QM strategic plan and QI checklist which includes HIV specific elements.
A Planning and coordination: - A1 A mtidy@ar, costed National Strategic Plan for
HIV/ AIDS (NSP 2020-2025 includes strategies tominimize the impact of HIV and
addres®ssocial vulnerabilities. Through OEA . AQET T Al 1 )H)(SAT) #1 1 1 EOOET 1
leadership, consultative efforts were put in place to ensure a fullyinclusive NSP process
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with oppor tunities for active participation by grassroots CSOs, business cooperatives,
private providers, and medical insurance companies.
A HRH: Malawi has a National Human Resource for Health Strategic Plan, Community
Strategy (not yet funded), and in the NSP,a delineated community-AAOAA EAAI OE x1 OE
role and responsibilities for HIV/AIDS service delivery plan which is well defined. In
I OAAO Oi AAOOAO OOBPDPI OO - Al AxEG60 AAAAT OOAI EUAG
multi -year strategy and strengthenand leverage existing communityand traditional
structures to anchor and sustain HIV programsand services. TheGoM provides almost all
health worker salaries but inadequate quantity and poor distribution of health workers
compromises the quality of service e&livery; although many donor contributions aim to
expand HRH and promote task shifting to lower level cadres €.9.HDAS, mentor mothers,
AgpAOO Al EAT 6Oh AT A AT i i O Efewnicedudaiion EOAOT 00Q8 4
institutions have updated HIV/AIDS content within the last three years but struggle to
produce an adequate supply and mix o&killed clinical health care providers.
The Department of Human Resource Management manages and monitors the health
workforce with an insufficient budget and lacks aHuman Resource Information System
(HRIS) to track existing HRH and recent student graduates. While the MoH collects and
uses available health worker employee data (e.g. inventories) with plans underway for
donor-supported workers to transition to the government system, there is a need for a
comprehensive assessment of cadres by service provision category.
A Financial and expenditure data: The GoM partially finances the collection of service
delivery data and leadsthe National AIDS Spending Assessmergt(NASA) and resource
mapping exercises Implementing a harmonized system to routinely track HIV related
expendituresremains a priority. Malawi is currently in the process of conducting a new
NASA.

Sustainability Vulnerabilities:

A Epidemiological and health data: There is a need to strengthen routine data collection
and monitoring, maximiz ing its use for surveillance and addressqg chronic data-related
staffing and skills gaps. Most epidemiological surveys and surveillance activities are donor
funded. The MoH should consider including HIV -specific surveys under the National
Statistical Office strategic plansto increase technical capacity.

A Commodity security and supply chain: In 2018, Malawi adopted new policiesncluding
annual VL testing, transition to DTG based regimens PrEP,and HIV Self-Testing. While a
national supply chain strategic plan is available and theGoM manages processes and
systemsto ensure appropriatecommodity stocks, Malawi relies solely on the GF for ARV
and HIV test kit procurements. Although no recent ARV stockouts and thefts have been
confirmed, these have been reported by various channels including communities and
there is room for improvement in assessment, management, and monitoring of supply
chain at all levels.PEPFAR will continueto provide technical assistance and support for
forecasting and quantification of medicines to reduce stock outs and shortages.
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A Domestic resource mobilization: The GoM budget is constrained by a low GDP and
limited fiscal opportunities . New approaches toincrease domestic resource mobilization,
allocation, and expendituresremain critical to sustainable financing.

A Technical and allocative efficiencies: Malawi routinely collects, analyzes, and makes
data available on the HIV/AIDS epidemic and its effectson health outcomes. However,
epidemiological datais not always used to inform resource decisions by geography and or
by burden of disease Tracking of unit costs for domestic resources and taking steps to
improve HIV/AIDS outcomes within the available resource envelope is critically
important.

A Malawi Responsibility Matrix ~ (RM) 2019: Findings from the RM show the GoM/MoH
hold the primary responsibility of oversight for the HIV responseand funding of health
personnel. Commodity procurement and implementation support currently lies with the
Global Fund and PEPFAR

Global Fund proposed investmens for the next funding cycle will cover ARV, lab, point of care
and EID commodities, programming for AGYW, sexual and reproductivehealth service
integration, STI drugs and essential medicinesin addition to , systems strengthening investments
which will compliment PEPFAR COP20 activities

PEPFAR Malawi isalsoworking toward s anacceleratedtransition to indigenous partnerships.
COP20 will highlight new investments in government-to-government mechanisms to support
sustainable programming, capacitate national systemsand maximize efficiencies and costs. Over
$1 million will be allocated in COP20to support community -led monitoring, treatment literacy,
advocacy and oversight efforts to ensure that recipients of care have access to clierftiendly
services a feedback loop to report stigma discrimination , and support district-level coordination
efforts. Umbrella awards will also be developed to help graduate local orgadzations from sub to
prime partners.

2.5 Alignment of PEPFAR Investments Geographically to Disease Burden

Figure 2.5.below outlines district -level HIV burden, ART coverage, and viral load coverage.
PEPFAR strategically focuses investments in higurden scaleup districts. In COP20, PEPFAR
will focus on the 11 scaleip districts with the greatest PLHIV burden and largest remaining gaps
to 90% ART coveragen Blantyre, Chikwawa, Chiradzulu, Lilongwe, Machinga, Mangochi,
Mulanje, Mzimba, Phalombe, Thydo, and Zomba.
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Figure 2.5.1 HIV Prevalence, People Living with HIV, Treatment Coverage, and Viral Load

Monitoring Coverage
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Figure 2.5.2 ART Coverage, FY20 QJART Coverage, COP20Viral Load Coverage

ART Coverage, FY20 Q1 ART Coverage, COP20 Viral Load Coverage
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2.6 Stakeholder Engagement

Reent stakeholder engagements leading up to and includinghe COP20 development include:
January 10, 2020:Faith and Community Initiative (FCI) ¢ PEPFAR convened FCI partners to review
workplans by geographic and programmatic focusattilitate coordination and ensure there are no
duplication of efforts.

1 January 24, 2020:Civil society hosted a presentation of CSO Forum findings on HIV and
related conditions in selected PEPFAR supported scalap districts.

1 January 277 29, 2020: PEPFAR hosted a stakeholdetetreat to kick off the Country
Operational Planning 2020 (COP20) planning process. &ticipants included Ministry of
Health, multilateral institutions, implementing partners, and CSOs. The objective was to
review critical progress to reach epidemic contol, COP20 policy directives and technical
approaches

I February 12 2020: PEPFARmMet with CSOs to discuss COP20 strategy and community
led monitoring.

1 February 21, 2020:NAC hosted a technical team meeting to discuss the COP28genda
and share theGoveOT | AT O 1 Apricritfes. Rasti€igafs included MOH -

Department of HIV and AIDS, and Quality Management Directorate - UNAIDS, andthe
PEPFAR interagency.

1 February 26, 2020: PEPFAR met withRPM external participants (UNAIDS, WHO,
Ministry of Health, C3/ Oh AT A ' 11T AAl &O1 A0 001 EAAO )i bl Al
RPM agenda, key messages from S/GAC, higavel overview of targets,and drategy and
budget directives.

1 March 9-22, 2020: PEPFAR held extensive planning and joint strategy discussions (KA
1T AAl &OT ABO #1 O1 60U 4AAih 00T EAAO )i bl Al AT O/
prioritization of TB -HIV activities, assure adequate ARV commaodities funding in
allocation and build consensus on key revisions to HIV testing approaches and budget,
AGYW and KP-related targets in non-PEPFAR districts with high burden of disease.
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Figure 2.6.1 COP 20 CSO Funding Allocation

Amount Achvibes

§725,000

COPz20 C50 Community-led Monitoring
Mechanizm: UNAIDS

PEPFAR will provide funding to CSOs for community-led monitoring of the HIV/AIDS
response in 1 PEPFAR scale-up districts. In line with the national and PEPFAR strategic
priorities, monitoring of client-centered care at the site- and community-levels will be
central to this effort. CSOs will analyze and collect quantitative and qualitative data
about HIV services with a focus in getting input from recipients of care. PEPFAR
Malawi will work with C50s to establish effective feedback mechanisms that enable
timely resolution of problems and/or broader application of good practices.

$300,000

Treatment Literacy
Mechanism: USAID CSO Prime

PEPFAR Malawi will support civil society to implement education and treatment
literacy efforts related to the science of HIV/TE and related medicines, treatment
adherence, the importance of early treatment initiation, treatment adherence to achieve
an undetectable viral load, and mental health issues. Any developed materials will need
to align with MoH guidelines and will be disseminated within communities.

§25,000

COP1g CS0 Community-led Monitoring
Mechanism: State Small Grants

PEPFAR Malawi will make COPig funding available to support tool development for

community-led monitoring and coordination grants through the Embassy Small Grants
Mechanism.

NOTE: Activities will require coordination between DHA, NAC, UNAIDS and CSGCs.

¢e81 AT COAPEEA Al A EUBOEAODEI 1

PEPFARMalawi will shift its geographicfocus for VMMC servicesto three high priority ART
districts (Blantyre, Chikwawa, and Lilongwe), including military facilities with high HIV burden,
incidence, and unmet VMMC needs. Chikwawa and Blantyre reeived VMMC Ambition Funds to
scale up VMMC to 80% saturation in the 1529 age group. PEPFAR will work withithe Global Fund
and the GoM to ensure the VMMC program aligns with the revised HIV National Strategic Plan
2020-2025 that prioritizes VMMC in 12 districts with the aim of achieving 50-80% coverage among
men aged 1549, with a focus on 2539 years.
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Table 3.1 Current Status of VMMC Saturation, 1529-years
Lilongwe Blantyre Chikwawa
FY20 FY21 FY20 FY21 FYz2o0 FY21
15-19 58% 71% 78% 81% 78% 84%
20-24 64% 71% 68% 74% 66%‘ 74%
25-29 52% 66% 55% 67% 52% 65%
Average 58% 69% 67% 74% 65% 74%

Decision-Makers Program Planning Tool (DMPPT)

0 %0 &! 2

- dndlysis df gaps and barrierdy geography and population group guideCOP20

interventions. Table 32 shows the current status of ART saturation bysubnational units (SNU).
Roughly three of four PLHIV reside in PEPFAR prioritized scale up districts.

Table 3.2 Current Status of ART Saturation

Table 3.2 Current Status of ART saturation

Prioritization :F :?lllfllfllg é:f;_ # Current on | # of SNU COP19 # of SNU
Area COP20 ART (FY19) (FY=20) COPz0 (FY21)
Scale-up 786,661 (73%) 602,568 10 1
Saturation
Scale-up - - - -
Aggressive
Sustained 290,607 (27%) 221,542 18 17
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Table 3.3 Prioritized District Support where Greatest Gaps to 90% ART Coverage
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As shown in Table 34 below, significant gapsin treatment coverage remain among men. Case
finding, treatment, and retention activities both in COP19 ard 20 will intensify interventions that
reach and meet the needs of men.

Table 3.4 Greatest Treatment Gap Still Men

<15 15+ Female 15+ Male Total
Spectrum PLHIV 52,524 614,076 409,764 1,077,264
On ART 46,310 497,250 258,719 802,279
Program Results
ART Coverage 38% 81% 63% 74%

Investments will support patient centered approaches to retain patients on ART, through
differentiated service delivery models, improvements in the quality of care, and interventions
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OAEI T OAA O1 bA 0if dnbufe@minimiZedrite drdidseBBppdindnents. There isa
need to aggressively increase the growth in TX_CURR to achieve and sustain epidemic control.
PEPFAR Malawi igargeting an 11% increase in the TX_CURR growth in FY21, as depicted in
Figure 35 below in order to reach 160,000 PLHIV with ART by the end of COP20.

Figure 3.5 Annual TX_CURR Growth, FY13-FY21

Annual TX CURR Growth, FY13-FY21
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In COP20, PEFPAR Malawiwill focus on a concrete shift to direct service delivery. A newMOH
cooperative agreementwill oversee 283 sites accounting for 10% of TX_CURR across all 28 districts.
(See Figure 3 below).

Figure 3.6 Shifting to Direct Service Delivery
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4.1 Finding the Missing and Getting Them on Treatment

PEPFAR Malawi is intensifying HIV testing strategies to find HIV positivemen, key populations,
and children who do not yet know their status and get them ontreatment. Active index testing
has been rolled out in all sites in scale up district s while expansion to high volume sites in
sustained districts is currently underway. All facilities implementing index testing will be re -
assessed after certification criteria are establishetb ensure compliance with the 5Cs, effective
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adverse event monitoring,and adequate training. Remediation plans will be put in place for sites
that do not meet criteria until they are able to meet certification standards.

Outpatient department ( OPD) testing contributes to most of the new cases identified,while also
being the primary O1 OOA A -® 4O O 10d&ricl APEIPFARIMplementing partners are
working with the MoH to implement screening approaches to increase yield and reduce testing
volumes. As indicated in the figure below, programmatic data highlight s that many new positives
are not actually new, butare clients who previously tested positive and either did not initiate ART
or dropped out of care. Screening and literacy efforts will be depoyed to minimize repeat testers.

Figure 4.1.1Are New Positives Actually New?

It is acknowledged that some clientswho have never initiated ART or who previously dropped out

of careutilize re-testing as a route back onto treatmentand efforts will be employed to ensure

that clients ready to return back into care do not face additional obstaclesin COP20, PEPFAR

-Al AxEBO (43 ET OAOOI AT OO x EFigure ARRshandidveshmkrii AT A 11 OA
changes and Figure 4.3.summarizesCOP20 testing modilities, targets, and proportional

contribution to new cases identified. Compared to COP19, testing targets have redudeby 28%

(from 2,720,256 tested in COP19 to 1,956,679 in COP2@)ereas the contribution of index testing

to overall new positives has ircreased.

Figure 4.1.2 COP20 HTSBudget Trends by Agency
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